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INTRODUCTION:  An  obturator  hernia  is a  rare condition  but is  associated  with  the highest  mortality
of  all  abdominal  wall  hernias.  Early  surgical  intervention  is  often  hindered  by clinical  and  radiological
diagnostic  difﬁculty.  The  following  case  report  highlights  these  diagnostic  difﬁculties,  and  reviews  the
current  literature  on  management  of such  cases.
PRESENTATION OF CASE:  We present  the  case  of  an  86-year-old  lady  who  presented  with  intermittent
small  bowel  obstruction,  clear  hernial  oriﬁces,  and  right  medial  thigh  pain.  Pre-operative  CT  imaging  was
suggestive  of  an  obstructed  right  femoral  hernia.  However,  intra-operatively  the  femoral  canal  was  clear
and  an  obstructed  hernia  was  found  passing  through  the  obturator  foramen  lying  between  the pectineus
and  obturator  muscles  in  the  obturator  canal.
DISCUSSION: Obturator  hernias  are  notorious  for diagnostic  difﬁculty.  Patients  often  present  with  inter-
mittent  bowel  obstruction  symptoms  due  to  a  high  proportion  exhibiting  Richter’s  herniation  of  the
bowel.  Hernial  sacs  can  irritate  the  obturator  nerve  within  the canal,  manifesting  as  medial  thigh  pain,  and
often  no  hernial  masses  can  be detected  on  clinical  examination.  Increasing  speed of  diagnosis  through
early  CT  imaging  has  been  shown  to reduce  the  morbidity  and  mortality  associated  with  obturator  her-
nias.  However,  over-reliance  on  CT ﬁndings  should  be cautioned,  as  imaging  and  operative  ﬁndings  may
not  always  correlate.
CONCLUSION:  A high  suspicion  for obturator  hernia  should  be  maintained  when  assessing  a  patient
presenting  with  bowel  obstruction  particularly  where  intermittent  symptoms  or medial  thigh  pain  are
present.  Rapid  clinical  and appropriate  radiological  assessment,  followed  by  early  surgery  is  critical  to
successful  treatment.
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. Introduction
Most external abdominal hernias are found in the inguinal
egion as either inguinal or femoral hernias. However, much more
nfrequently, patients will present with problems attributed to
ore rare forms of hernias, such as obturator hernias. Obturator
ernias account for 0.07–1% of all hernias and 0.2–1.6% of all cases
f mechanical obstruction of the small bowel.1 They have the high-
st mortality rate of all abdominal wall hernias at between 13% and
0%.2
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Signs and symptoms resulting from obturator hernias are often
vague and non-speciﬁc. There is rarely a palpable mass as in other
common abdominal wall hernias and diagnostic imaging can often
be inconclusive. The combination of diagnostic difﬁculty and high
mortality rates make obturator hernias a serious diagnosis that can
potentially be easily overlooked.
I  present an interesting case of an elderly woman who presented
with bowel obstruction secondary to an obstructed, incarcerated
obturator hernia.
2.  Presentation of case
An  86-year-old thin, frail lady was admitted with a 9 day history
of nausea, vomiting, constipation, and lower right quadrant abdom-
inal pain that radiated down the right medial thigh. On examination
her abdomen was soft, mildly distended, with tenderness on pal-
pation of the right iliac fossa, but clinically she exhibited no masses
and had clear hernial oriﬁces.
Open access under CC BY-NC-SA license.An  abdominal X-ray (Fig. 1) revealed dilated loops of small
bowel with little gas passing to the large bowel. A CT scan was
undertaken to further investigate the cause of her dilated bowel
loops.  This revealed markedly dilated small bowel extending into
s Ltd. Open access under CC BY-NC-SA license.
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3. DiscussionFig. 1. Plain abdominal X-ray showing small bowel obstruction.
he pelvis where a suspicion was raised regarding the possibility of
 femoral hernia causing the small bowel obstruction.
The patient was taken to theatre for surgical exploration.
 transverse incision just superior to the right inguinal region
as utilised. The transverse fascia was opened and dissection
Fig. 2. Low and high axial CT pelvic images showing the small bowel loop descend
Fig. 3. Coronal and Saggital CT pelvic images showing the smaPEN  ACCESS
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performed inferiorly to the femoral canal. No hernia was  identi-
ﬁed.
Blunt dissection was performed retroperitoneally revealing
a projection of peritoneum passing inferiorly behind the supe-
rior pubic ramus along with the obturator artery and nerve.
A diagnosis of an incarcerated obstructed obturator hernia was
made.
The hernial sac was  very oedematous and stuck within the obtu-
rator canal. To minimise injury risk to the bowel, the peritoneum
was opened and with gentle traction applied to the bowel, the her-
nia was  successfully reduced. The bowel wall showed no signs of
ischaemia and therefore no resection was  performed. The rest of
the bowel was examined which revealed no abnormality.
The hernial sac was  then inverted and excised after ligating its
neck with 2-0 VicrylTM. The defect was  repaired with a 6 cm × 8 cm
Ethicon ProleneTM mesh. This was shaped appropriately and inset
by suturing with 2-0 prolene to the pectineal ligament and the fas-
cia overlying the pubic symphysis. The peritoneum, transversalis
fascia, and aponeurosis were then closed using 2-0 VicrylTM.
Post-operatively the multi-disciplinary team reviewed the CT
images in light of the operative ﬁndings. It was  concluded that the
high axial slices had been deceptive and that an obturator hernia
had been demonstrated passing in front of obturator externus and
beneath pectineus in the obturator canal (Figs. 2 and 3). The patient
had an uneventful post-operative period and was discharged on the
5th post-operative day. At a clinic review 6 weeks later, the patient
exhibited no pain and no masses and was  discharged.Arnaud de Ronsil ﬁrst described the obturator hernia in 1724
and Obre performed the ﬁrst successful operation in 1851.3 It is
ing into the right obturator canal anterior to the oburator externus muscle.
ll bowel loop descending into the right obturator canal.
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 rare condition with only 541 cases having been reported in the
iterature by 1980.4
It occurs through the obturator canal, which is approximately
–3 cm long and 1 cm wide. Obturator hernias are much more com-
on in elderly female and post-pregnancy patients owing to the
reater width of the pelvis, larger obturator canal, and increased
axity of the pelvic tissues.2 The condition has been nicknamed the
little old ladies hernia’ as it affects this group due to atrophy and
oss of the pre-peritoneal fat around the obturator vessels in the
anal predisposing hernia formation.
The symptoms are vague and are usually in the form of nausea
nd vomiting or other signs of bowel obstruction such as abdominal
ain and a lack of bowel movement. The literature has shown that
p to 80% of patients with obturator hernias usually have symp-
oms of bowel obstruction, which is often partial due to a high
roportion exhibiting Richter’s herniation of the bowel into the
bturator canal.1 This tends to give rise to a clinical picture of inter-
ittent bowel obstruction symptoms, which is an important factor
o identify in the clinical history if accurate diagnosis is to be made.
bturator hernia sacs often compress or irritate the obturator nerve
unning in the canal, giving rise to medial thigh pain such as the type
xhibited in my  case. This is known as the Howship–Rhomberg Sign
nd has been shown to be present in 15–50% of obturator hernia
ases.1
Recent literature has shown that early diagnosis of obturator
ernia can be made with CT of the abdomen and pelvis.6,7 However,
n emphasis is also placed on the dangers of over-reliance on such
maging. Our case demonstrates that radiological and operative
ndings may  not always correlate, and that only intra-operatively
an a truly accurate diagnosis be made. Despite this, the consensus
rom current published evidence is that CT of the pelvis and upper
high is the most useful imaging tool when an obturator hernia is
uspected clinically. CT imaging of bowel herniating through the
bturator foramen and lying between the pectineus and obturator
uscles is shown to be the best diagnostic clue.5 This is demon-
trated clearly by the low axial CT image in Fig. 2.
Various surgical approaches have been described in the litera-
ure in the acute management of an obturator hernia. Abdominal,
nguinal, retropubic, obturator, and laparoscopic approaches have
ll been described. The majority of published evidence favours the
bdominal approach, utilising a low midline incision. This method
llows the surgeon to establish the diagnosis, avoid any obturator
essels, give better exposure of the obturator ring, and facilitate
owel resection if necessary.1 Simple closure of the hernial defect
ith interrupted sutures or placement of a synthetic mesh are the
referred methods of herniorrhaphy as they are associated with
he lowest complication rates.1
In my  case, pre-operative and intra-operative evaluation
esulted in conﬂicting diagnostic ﬁndings. Despite this, a high
nguinal approach was utilised to perform a successful surgical
epair of an incarcerated, obstructed obturator hernia. This surgical
pproach may  be particularly useful when diagnostic incongruity
xists on the exact type of hernia suspected following pre-operative
nd radiological assessment.
The literature on laparoscopic repair of obturator hernias is
uite sparse, probably due to a combination of the rarity of these
ases and the relatively recent emergence of laparoscopic hernia
urgery. Both trans-abdominal and extra-peritoneal laparoscopic
pproaches have been described in the literature.8–10 Laparoscopic
epair has been shown to produce less post-operative pain, fewer
ulmonary complications and shorter hospital stays in such cases.
iven these results, and the fact that obturator hernias classically
end to occur in patients that have limited physiological reserve, an
rgument could be made for a shift in practice from open repairs
owards laparoscopic repairs.PEN  ACCESS
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4. Conclusions
Despite many papers dealing with various surgical techniques
used in treatment of obturator hernias, it is important to empha-
sise diagnosis and early intervention is the most important
aspect of management. Obturator hernias carry signiﬁcant mor-
bidity and mortality rates, therefore rapid clinical and radiological
assessment followed by early surgery is critical to successful
treatment.
A high suspicion for obturator hernia should be maintained
when assessing a patient presenting with bowel obstruction par-
ticularly where intermittent symptoms or medial thigh pain are
present. A full assessment of the hernial oriﬁces including screening
for the Howship–Rhomberg sign should not be overlooked.
Early CT scanning should be considered in cases where inguinal
and femoral hernias have been ruled out by clinical examination.
This should increase speed of diagnosis and therefore reduce com-
plications such as bowel ischaemia and the need for bowel resection
at the time of surgery.
Open approaches are well documented with good hernial
defect repair rates but are not without complications of open
abdomino-pelvic surgery. A push towards laparoscopic repair may
be appropriate in the classical patient group if repair effectiveness
and recurrence rates are shown to be similar to those seen follow-
ing open repairs. Further research into the laparoscopic repair of
obturator hernias needs conducted before this transition can be
made.
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